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Treatment approach with clinical follow‑up 
in monostotic fibrous dysplasia: a case series
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Abstract 

Background  Long bones are one of the most common sites involved in fibrous dysplasia. In some cases, there 
is no deformity, but patients suffer sustained or intermittent dull pain.

Case presentation  Since 2021, a retrospective case series of seven East Asian patients with fibrous dysplasia 
of a long bone without severe deformity were reviewed. These patients include three male and four female patients, 
with an average age of 32.7 years (range 4–70 years). Fibrous dysplasia was diagnosed at a total of three different sites 
in these seven cases including five femurs (71.4%), one humerus (14.3%), and one fibular bone (14.3%). All patients 
received treatment with allogenic bone grafting or cortical strut grafting with or without compression locking 
and screw fixation. The radiological and clinicopathologic presentation was analyzed by the surgeon. There were 
no cases with polyostotic forms or fibrous dysplasia in combination with extraskeletal disease. The presenting com‑
plaint was pain in all cases and localized swelling in 1 (14.3%) of the cases.

Conclusions  Autogenous fibular cortical strut grafting and compression hip screw fixation achieved good postop‑
erative function and provided an early return to work for adult patients with fibrous dysplasia of the femoral neck 
with mild but prolonged symptoms. However, total hip replacement may be a suitable method for fibrous dysplasia 
of the femoral neck accompanied by pathological fracture.

Keywords  Fibrous dysplasia, Radiological presentation, Clinicopathologic presentation, Allogenic bone grafting, 
Surgical treatment, Pathological fracture

Background
Fibrous dysplasia is a rare benign intramedullary 
fibro-osseous lesion with characteristics of fibro-osse-
ous proliferation with intervening areas of normal or 
immature bone [1]. In these lesions, normal lamel-
lar bone is replaced with regular trabeculae of woven 
bone accompanied by mature collagenous tissue, which 
often leads to substantial loss of mechanical strength 

[2]. Subsequently, patient experiences pain, deformity, 
and even pathological fractures. Actually, fibrous dys-
plasia may affect one bone or multiple bones, and may 
occur in isolation or in combination with extraskeletal 
disease [3]. It is confirmed that postzygotic gain-of-
function mutations in the GNAS gene cause persistent 
stimulation of adenylylcyclase and dysregulated pro-
duction of cyclic AMP and downstream signaling [4]. 
Although malignant transformation of fibrous dysplasia 
is rare, clinical management in fibrous dysplasia is also 
challenging. Besides, multiple barriers exist to provid-
ing early diagnosis and adequate treatment. The previ-
ous literature reported the clinical results of surgical 
treatment for fibrous dysplasia of the bone, including 
allogenic bone grafting or autogenous cortical strut 
grafting with or without compression locking plate and 
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screws [5–7]. However, there are no therapeutic con-
sensus about isolated monostotic bone lesions. In our 
cases, clinicopathologic outcomes were analyzed radi-
ographically in populations with fibrous dysplasia of a 
long bone who accepted a treatment of allogenic bone 
grafting or cortical strut grafting with or without com-
pression locking plate and screw fixation.

Methodology
Our study was approved by the institutional review 
board at our institution, and the patients permitted 
the use of their medical information. All patients pro-
vided informed consent according to ethical stand-
ards. We conducted a retrospective case series review 
from 2021 to 2023. Within the mentioned period, there 
were seven cases diagnosed as fibrous dysplasia on the 
basis of plain radiographs, computed tomography (CT), 
magnetic resonance imaging (MRI), and pathological 
findings.

The surgical procedure used in the present cohort 
is as follows. The patient is positioned on a surgical 
table, allowing the C-arm fluoro-image to be positioned 
between surgical lesions. A suitable straight incision is 
made over the long bone with diseased lesions. After 
communication with the patient, curettage and allo-
graft, with or without fixation, were performed. At the 
beginning of the bone grafting, tissues of the tumorous 

lesion are obtained and subjected to examination of the 
frozen section.

Case presentation
Patient 1
A 49-year-old East Asian woman complained of persis-
tent dull pain in her left thigh for 6 months, which wors-
ened during activity and disrupted her normal life. She 
described left lower limb fatigue, without numbness or 
motion disorder. She had no clinical history of chronic 
lumbar pain and traumatic history. A neurological exam-
ination and physical inspection were unremarkable. 
The plain radiographs, CT, and MRI suggested fibrous 
dysplasia in her left femur bone (Fig.  1). The histologi-
cal examination confirmed the diagnosis of fibrous dys-
plasia of her left proximal femur bone (Fig.  2A). Then, 
curettage and bone allograft were used as an individual 
therapeutic approach (Fig. 3A). Time of initiation for full 
weight-bearing walking was determined according to 
the patient’s symptoms and the radiographic findings on 
follow-up.

Patient 2
A 35-year-old East Asian woman complained of intermit-
tent pain in her left thigh for 1 year. Her pain could not 
be relieved by means of bed rest, but it did not worsen 
during activity; however, it disrupted her normal life. No 
clinical history of related fibrous dysplaia such as chronic 
pain. In her physical examination, the physician observed 

Fig. 1  The radiographic results of Patient 1. A The preoperative anteroposterior X-ray showed a ground-glass appearance (blue asterisk) of the left 
proximal femur bone. B The preoperative transverse computed tomography image showed the appearance of a lesion site in the marrow cavity 
of the proximal femur bone (blue asterisk). C The preoperative transverse T2-weighted (magnetic resonance imaging) image showed high intensity 
in the medullary space of the left proximal femur bone (blue asterisk)
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tenderness and percussion pain of the left hip joint. The 
results of the neurological examination were unremark-
able. The X-ray, CT, and MRI suggested multiple fibrous 
dysplasia in her left femur bone (Fig.  5). Fibrous dys-
plasia accompanied by bone cyst was also confirmed 
through pathological examination (Fig.  2B). The curet-
tage and bone allograft along with internal fixation were 
performed in her left femur (Fig. 3B). Regular outpatient 
medical consultation was executed for her follow-up 
duration. According to result of X-rays, after 1 year, her 
internal fixation was removed by the surgeon (Fig. 4A).

Patient 3
A 37-year-old man complained of persistently severe 
pain in his right hip for 1 week, which limited his activ-
ity of daily living. He had no traumatic history and 
tumor-related history. In his physical inspection, the 
physician observed serious tenderness, percussion pain, 
and obstructed right hip joint activity. The radiographic 
images suggested fibrous dysplasia in his right femoral 
neck (Fig. 6). This diagnosis was also confirmed by patho-
logical examination (Fig. 2C). The total hip replacement 
was performed in his right hip joint (Fig. 3C). A 1-month 
telephone follow-up proved that his condition was stable.

Patient 4
A 16-year-old East Asian female patient was admitted 
due to persistent pain in the right hip and abnormal gait 
over the previous 2  months. She had no history of pre-
sent or past illness. Physical inspection indicated that the 
right hip had pain upon pressing and tenderness. The 

radiographic images showed a ground-glass appearance 
with cortical scalloping and expansion of the right proxi-
mal femur and femoral neck (Fig. 7). Pathological exami-
nation revealed fibrous dysplasia along with aneurysmal 
bone cysts in her right proximal femur bone (Fig.  2D). 
The therapeutic method used involved curettage and 
bone allograft along with fixation of compression screws 
(Fig.  3D). Follow-up at 15 months proved that her con-
dition was stable. Then, removal of internal fixation was 
performed by a surgeon (Fig. 4B).

Patient 5
A 71-year-old East Asian woman was observed to have 
proximal humeral osteolysis on outpatient service. She 
had a history of transient dizziness and persistent shoul-
der pain. Physical examination indicated that the right 
hip had pain upon pressing and tenderness. The radio-
graphic images suggested fibrous dysplasia in her left 
proximal humeral bone (Fig. 8). Pathological examination 
confirmed fibrous dysplasia of the left proximal humeral 
bone (Fig.  2E). The same surgical technique was used 
for the humeral lesion site (Fig. 3E). Follow-up of 1 year 
proved that her condition was stable. After that, removal 
of internal fixation was performed by a surgeon (Fig. 4C).

Patient 6
A 17-year-old East Asian adolescent male patient com-
plained of slightly intermittent pain in his right femur 
for 3 years that did not disrupt his normal life. He had 
no clinical history of past or present illness and had 
no traumatic history. A neurological examination and 

Fig. 2  The result of histological examination of our seven cases. A–H Hematoxylin and eosin staining, magnification 40×. All pathological 
examinations of our cases showed the typical appearance of fibrous dysplasia. The lesion contained some irregular immature bone trabeculae 
scattered throughout fibrous tissue. B and D Fibrous dysplasia accompanied by bone cyst. Solid areas and cystic spaces filled with blood, 
with cellular septa, and hyperplastic fibrous cells. G and H The first result (F) of fibular fibrous dysplasia and final result of recurrent fibular fibrous 
dysplasia showed the same appearance of irregular trabecular bone and hyperplastic fibrous tissue with a woven bone formation
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physical inspection were unremarkable. The radio-
graphic images suggested fibrous dysplasia in his 
right femur bone (Fig.  9). Pathological examination 
confirmed the diagnosis of fibrous dysplasia (Fig. 2F). 
Only the curettage and bone allograft were used in 

this lesion site without internal fixation (Fig. 3F). Tel-
ephone follow-up of 3 months proved that his condi-
tion was stable.

Fig. 3  The therapeutic strategies fibrous dysplasia in our cases. A and F The postoperative anteroposterior X-rays showed the radiographically 
apparent refilling of bone grafts in ground-glass and partial radiolucent sites. B, D, and E The postoperative anteroposterior X-rays showed 
curettage and bone allograft along with internal fixation in these lesion sites. C The postoperative anteroposterior X-rays showed the total hip 
replacement had been performed in her right hip joint
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Patient 7
A 4-year-old East Asian boy was admitted for persistent 
pain in the left lower limb and abnormal gait over the 
previous 9 months. He had no history of present or past 
illness. The X-ray images suggested fibrous dysplasia in 
his left fibular bone (Fig. 10A). After the rapid intraoper-
ative pathological examination suggested fibular fibrous 
dysplasia (Fig. 2G), removal of tumor tissue in the fibular 
bone marrow cavity was performed by means of curet-
tage (Fig. 10B). Then, a bone allograft was implanted into 
the fibular medullary cavity (Fig.  10B). Nevertheless, he 
was readmitted with similar clinical symptoms including 
persistent pain, abnormal gait, and local swelling at the 
age of 6 years old. He was diagnosed with recurrent fibu-
lar fibrous dysplasia on the basis of the second medical 
examination (Figs. 2H, 10C). He underwent fibular bone 
tumor radical resection and fibularis longus allograft 
transplantation combined with locking plate and screws 
in his fibula bone because of recurrent fibular fibrous 
dysplasia (Fig.  10D). The length of the strut fibula graft 
was 13.9 cm. Good host bone for allogenic bone graft 
fusion was observed by the physician on postoperative 
regular follow-up (Fig. 10F). Finally, internal fixation was 

removed by a surgeon when the patient was 8 years old 
(Fig. 4D).

Results
Within the mentioned period, there were seven cases 
diagnosed as fibrous dysplasia (Table 1). There were cases 
in three male (42.9%), and four female (57.1%) patients 
with an average age of 32.2 years (range 8–70 years). 
Fibrous dysplasia was diagnosed at a total of three dif-
ferent sites in these seven cases including five in the 
femur (71.4%), one in the humerus (14.3%), and one in 
the fibular bone (14.3%) (Table  2). There were no cases 
with polyostotic types or fibrous dysplasia in combina-
tion with extraskeletal disease. The presenting complaint 
was pain in all cases and localized swelling in one (14.3%) 
of the cases. Clinically pathological bone fractures were 
encountered in one case (Patient 3). Five of these cases 
were localized to the femur (Patients 1, 2, 3, 4, and 6), and 
one case showed multiple location of lesions of the femur 
bone (Patient 2).

One case was diagnosed as fibrous dysplasia and 
underwent curettage of the lytic lesion localized in the 
patient’s left fibular bone alone (Patient 7). Although, the 

Fig. 4  The postoperative X-rays of our cases with removal of internal fixation. A The postoperative anteroposterior X-ray showed bone fusion 
(yellow asterisk) in a previous lesion site with a radiographically ground-glass appearance for Patient 2. B and C The postoperative anteroposterior 
X-ray showed removal of internal fixations and bone fusion (yellow asterisk) in previous lesion sites with a radiographically ground-glass appearance 
for Patient 4 and Patient 5, respectively. D For Patient 7, a strong autogenous fibular bone fused to allogenic fibular bone (yellow asterisk) 
was observed, and the internal fixation was removed by the surgeon
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previous pathological examination revealed benign fea-
tures, the subsequent detailed radiological examination 
revealed recurrent monostotic fibular fibrous dysplasia 
during follow-up. Then, this child underwent radical sur-
gery and fibularis longus allograft combined with fibular 
locking plate and screws. Two cases were diagnosed as 
fibrous dysplasia accompanied with bone cyst; one of the 
cases was aneurysmal bone cysts localized in the right 
proximal femur (Patient 4). One case underwent total 
hip replacement attributed to pathological fracture of the 
femoral neck (Patient 2).

We obtained the radiological images of all cases from 
the archive. Histopathologically, seven cases were clas-
sical fibrous dysplasia. Microscopically, they showed 
typical irregular woven bone trabeculae with irregu-
lar, anastomosing immature bone trabeculae scattered 
throughout a fibrous tissue without malignant features 
(Fig. 2). An 8-year-old patient had a fibular lesion local-
ized at the left fibular bone showing recurrent monosto-
tic fibular fibrous dysplasia (Patient 7).

The first line of treatment consisted of curettage and 
bone grafting with or without internal fixation. In our 
cases, two patients accepted curettage and bone grafting 

without internal fixation (Patients 1 and 3), and four 
patients receive curettage and bone grafting with inter-
nal fixation (Patients 2, 4, 5, and 7). One case underwent 
total hip replacement (Patient 3). One patient was diag-
nosed with fibrous dysplasia associated with bone cyst 
accompanied with pathological fractures of the femoral 
neck (Patient 4). In one case, the patient underwent radi-
cal resection because of recurrent fibrous dysplasia dur-
ing follow-up (Patient 7). No problems were encountered 
on follow-up in these seven cases. Mean follow-up after 
surgical treatment was 13.85 months (range 1–39).

Discussion
As a rare benign skeletal disorder, fibrous dysplasia pre-
sents with a unique non-hereditary and idiopathic nature, 
and shows histomorphologic characteristics of normal 
bone replacement by fibro-osseous tissue [1]. Actually, 
it can lead to decreasing exercise capability and a con-
sequently high susceptibility to fractures and breaks in 
some acute cases. In fact, some cases with fibrous dyspla-
sia are often discovered by a physician on routine physi-
cal examination or other medical practice because of its 
occult clinical manifestation. The accurate incidence of 

Fig. 5  Fibrous dysplasia accompanied with bone cyst in Patient 2. A Preoperative radiographic image showed multiple lesion sites 
with a ground-glass appearance (yellow arrows) in the femur bone for Patient 2. B–D Preoperative axial computed tomography images showed 
the appearance of lesion sites in the marrow cavity of the proximal femur bone (yellow asterisks). E Preoperative magnetic resonance imaging. The 
preoperative sagittal T2-weighted image showed multiple high intensities in the medullary space of the femur bone (yellow arrows)
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Fig. 6  The radiographic images of the neck of the right femur in Patient 3. A Preoperative anteroposterior X-ray showed a typical ground-glass 
appearance (blue asterisk) and pathological bone fractures of the neck of the right femur. B and C Preoperative computed tomography image 
showing pathological bone fractures (red arrows) and cystic lesion of the site (yellow asterisks)

Fig. 7  Fibrous dysplasia accompanied with bone cyst in Patient 4. A Preoperative radiographic image showing a typical ground-glass appearance 
of the proximal femur bone (black asterisk). B and C Axial computed tomography showed a typical proximal femur lesion with a cyst in the right 
proximal femur and femoral neck (black asterisks). D and E Preoperative magnetic resonance imaging. Coronal and sagittal T2-weighted 
images showed the right proximal femur, and a femoral one showed a proximal femoral lesion with a dominant cystic cavity without any 
adjacent soft-tissue edema (black asterisks)
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fibrous dysplasia is hard to determine, although previ-
ous data estimate the incidence rate of fibrous dysplasia 
worldwide to be 5000–10,000 cases [8]. Additionally, the 
published literature suggested that there is not a signifi-
cant difference between the two sexes for those affected 
by fibrous dysplasia. It is well accepted that this clinical 
entity compromises 5–7% of all primary bone tumors [9]. 
In fact, relatively early literature reported that the peak 
incidence of fibrous dysplasia is often in adolescents and 
young adults, and it has age-related self-limiting charac-
teristics attributing to the number of mutant cells, often 
decreasing as age increases [6, 7, 10].

Monostotic fibrous dysplasia may affect simply every 
bone in the skeleton, tubular bone, flat bone, and the 
craniofacial bone. In fact, craniofacial sites are more fre-
quently involved in approximately 30% of cases of fibrous 
dysplasia, and the sites including the vertebrae, radius, 
fibula, short tubular bones of the hand and foot, and pel-
vic bones are rarely affected [11]. Our cases of fibrous 
dysplasia involved the femur (5/7), fibula (1/7), and 

humeri (1/7). Notably, the femur was the most frequent 
site of lesion, followed by the tibia, which was supported 
by a multi-center clinicopathological study by the Euro-
pean Pediatric Orthopedic Society [8, 11]. There were 
not cases with McCuneAlbright syndrome or Mazabraud 
syndrome in our reported cases. In a prior report from 
the Mayo Clinic et al., the jaw and the long bones were 
mainly affected in female patients, whereas the crani-
ofacial bones and costae were mainly involved in male 
patients [12]. In our series, two male patients had mainly 
long tubular bone involvement (Patients 6 and 7).

Histological analyses of fibrous dysplasia lesions sug-
gested spongy de novo bone formation, and unminer-
alized cancellous bony structures embedded in the 
marrow stroma [13]. Thus, these trabeculae formed by 
the above marrow stroma were not surrounded by oste-
oblasts, causing the appearance of immature bone. The 
microscopic presenting characteristics of the tumor 
tissue of fibrous dysplasia includes narrow, circular, 
irregular, immature bone trabeculae, often shaped like 

Fig. 8  The radiographic images of fibrous dysplasia in Patient 5. A Preoperative anteroposterior X-ray showed a typical ground-glass appearance 
(black asterisk). B Preoperative coronal magnetic resonance imaging. The preoperative sagittal T2-weighted image showed multiple high intensities 
in the medullary space of humeri bone and a cystic lesion of the site (black asterisk)
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a fish hook, which were scattered throughout fibrous 
tissue [14]. This net-like bone showed a paucity of bony 
trabeculae interspersed within the fibrotic marrow 
spaces, which gave it the appearance of Chinese char-
acters or an alphabet soup of thin and curvy lines [15]. 
There are differences from case to case and from area to 
area in regard to the number, distribution, and maturity 
of bone trabeculae of fibrous dysplasia. A study found 
osteoblasts may be present surrounding the reactive 
bone trabeculae in cases with pathological bone frac-
ture or recurrence following initial interventions, as 
well [8]. One case of fibrous dysplasia in our patients 
presented with pathological bone fracture without 
reactive bone proliferation in a CT image. A second-
ary bone cyst mimicking cystic degeneration, hemor-
rhage, and foamy histiocytes were also found in our 
cases [6]. Some research showed that sometimes intral-
esional hemorrhage may affect osteoclasts, ultimately 

leading to diffusion of myxoid degeneration in the 
fibrous stroma [6, 16].

Although fibrous dysplasia is considered to be a benign 
disease, malignant transformation is reported in 0.4–
6.7% of these cases in the published literature [17, 18]. 
Such malignant transformation may cause osteosarcoma, 
chondrosarcoma, and fibrosarcoma formation, yet it is 
more frequent in the polyostotic form [19]. In addition, 
some cases may present with recurrent fibrous dysplasia. 
In our series, one case presented with recurrent mon-
ostotic fibular fibrous dysplasia during follow-up, and 
the patient then agreed to undergo radical excision with 
reconstruction of fibularis longus allograft combined 
with fibular locking plate and screws.

Regarding radiological characteristics of fibrous dys-
plasia, these images differ from X-ray, CT, MRI, single-
photon emission computed tomography (SPECT), and 
positron emission tomography–computed tomography 

Fig. 9  The radiographic images of fibrous dysplasia in Patient 6. A Preoperative anteroposterior X-ray showed a typical ground-glass appearance 
(black asterisk). B Preoperative coronal magnetic resonance imaging. The preoperative sagittal T2-weighted image showed high intensities 
in the cystic lesion site of the femur bone (black asterisk)
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(PET-CT). Conventional radiography of fibrous dysplasia 
often presents one or more general radiologic features, 
including ground-glass appearance, cystic or sclerotic 
lesions, or mixed cystic and sclerotic lesions [20]. The 
well-circumscribed margins of fibrous dysplasia may or 
may not have a sclerotic border, whereas the expanded 
lesions are accompanied with a thick thin shell showing 
small perforations with or without endosteal scalloping 
[21]. These radiological features of fibrous dysplasia also 
showed up in our cases. However, a soft tissue mass is 
not a radiological feature of fibrous dysplasia.

As a useful tool for assessment of lesion regions, CT 
can detect subtle undisplaced fractures, even if this 
is associated with the complex anatomy of the skel-
etal structure, craniofacial lesions, pelvis, and spine. An 
expansile nature, lytic lesions, sclerotic rim formation, 
and contour deformity with bone remodeling are also 
shown in CT images. Malignant transformation should 
be considered if the presence of an extra-osseous soft tis-
sue mass with bony destruction was detected using CT 
[22].

Fibrous dysplasia has non-specific features on MRI. 
Thus, MRI allows differentiation of fibrous dysplasia from 

a cyst lesion. Research has revealed that, on T1-weighted 
images, the signal intensities of fibrous dysplasia were 
hypointense and/or intermediate, whereas some hyper-
intense signal intensities were also observed in these 
weighted images. On T2-weighted images, the signal 
intensities of fibrous dysplasia were extremely variable, 
such that the proportion of signal intensity was distrib-
uted almost evenly in all sequences [22, 23]. In addi-
tion, lesions in fibrous dysplasia showed at least some 
enhancement on contrast-enhanced images, as proved 
by Kinnunen AR et al. [23]. Abnormal imaging findings 
are also shown on SPECT and/or PET-CT, which dem-
onstrate increased tracer uptake at the foci of skeletal dis-
ease [24].

Fibrous dysplasia lesions are almost invariably benign 
with very rare malignant transformation, whereas recur-
rence can occur owing to inappropriate therapeutic 
methods. Even so, some studies have suggested that 
fibrous dysplasia has age-related self-limiting character-
istics and rare malignancy of transformation, attributed 
to the number of mutant cells often decreasing with 
age [6, 8, 25]. Thus, the treatment of fibrous dysplasia is 
also subject to debate. The initial approach is typically 

Fig. 10  A therapeutic strategy of recurrent fibular fibrous dysplasia. A The first preoperative anteroposterior X-ray showed a ground-glass 
appearance and partial radiolucent lesions with clear borders around soft tissue (black asterisk). B The first postoperative anteroposterior X-ray 
showed a radiographically apparent bone graft refilling of ground-glass and partial radiolucent sites (yellow arrows) in X-ray images compared 
with preoperative X-ray images, as shown in Fig. 10 A. C The postoperative anteroposterior X-ray showed recurrent fibular fibrous dysplasia 
on follow-up (black asterisk). D Radical resection of the lesion and a fibularis longus bone allograft combined with fibular locking plate and screws 
were used for reconstruction of the left fibula. D A strong autogenous fibular bone fused to allogenic fibular bone was observed (red arrows), 
and the internal fixation was removed by a surgeon
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Table 1  Clinicopathological findings of cases (n = 7)

Variable Types No. of cases

Gender Female 4

Male 3

Age  ≤ 18 years 3

18–40 years 2

 ≥ 40 years 2

Type Monostotic 7

Tumor site Femur 5

Humerus 1

Fibula 1

Histological variant Classical fibrous dysplasia 4

Fibrous dysplasia and bone cyst 1

Fibrous dysplasia and aneurysmal-bone-cyst-like changes 2

Secondary aneurysmal bone cyst Yes 2

No 5

Pathological fracture Yes 1

No 6

Surgery Curettage 4

Resection 2

Recurrence Yes 1

No 6

Malignant transformation Yes 0

No 7

Table 2  Clinical data of recurrent cases

F, female; M, male

Case Age (years) Sex Site First surgical procedure Recurrences Time 
to first 
recurrence

Management of recurrence Follow-up 
(months)

1 49 F Femur Curettage combined with allo‑
genic bone grafting

No — — 15

2 37 M Femur Resection and total hip replace‑
ment

No — — 1

3 35 F Femur Curettage combined with allo‑
genic bone grafting and inter‑
nal fixation

No — — 12

4 17 M Femur Curettage combined with allo‑
genic bone grafting

No — — 3

5 71 F Humerus Curettage combined with allo‑
genic bone grafting and inter‑
nal fixation

No — — 12

6 16 F Femur Curettage combined with allo‑
genic bone grafting and inter‑
nal fixation

No — — 15

7 8 M Fibula 
on the site 
column

Curettage combined with allo‑
genic bone grafting and inter‑
nal fixation

Yes 2 years 1. Resection and fibularis 
longus allograft transplantation 
combined with internal fixation
2. Removal of internal fixation

39
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conservative therapy aiming to avoid physical disability. 
As a proposed treatment, therapeutic drugs including 
calcitonin, bisphosphonates, and denosumab have been 
used in some patients to improve analytical parameters 
and alleviate pain [26–28]. However, no long-term evi-
dence backs the use of the abovementioned drugs for 
control of the disease. The most common indications are 
for cosmetic reasons, especially in the craniomaxillofa-
cial type of fibrous dysplasia, due to neurovascular com-
pression or orbital involvement. Some authors suggested 
that surgical curettage with or without bone grafting is 
the method of treatment in a majority of cases of fibrous 
dysplasia of long bone; nevertheless, radical excision may 
be more suitable when fibrous dysplasia recurs after con-
servative surgery and medical treatment [6, 7, 29]. In our 
case series, most of patients accepted curettage associ-
ated with bone grafting with or without internal fixation. 
One patient presenting with recurrent fibular fibrous 
dysplasia underwent radical excision associated with 
fibularis longus allograft transplantation combined with 
fibular locking plate. 

Conclusion
A rare benign skeletal disorder caused by interruption of 
regular bone growth, fibrous dysplasia is usually benign 
in nature. Thus, appropriate diagnosis and personalized 
treatment planning may prevent recurrence and malig-
nant transformation.
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